
Client Application 

Last name _________________________________ First name ________________________________

Spouse or other party____________________________________________________________

Address_______________________________________________________________________

City ______________________________________________ State _____ Zip Code______________

Home # _____ - _____ - ____________ Cell # _____ - _____ - ____________

DL#       _____ - _____ - ____________

Employer ________________________________________ Phone # _____ - _____ - ____________

Spouse employer _________________________________ Phone # _____ - _____ - ____________

Number of people In household _________  Number of pets _________

Regular veterinarian ______________________________ Phone # _____ - _____ - ____________

Is pet spayed or neutered?  h Yes   h No

Has the pet been seen by your regular veterinarian within the past year for a wellness exam and 
recommended vaccinations?   h Yes   h No

Do you have proof of qualification for means-tested public assistance, such as food stamps,  
Medicaid, or SSDI? h Yes   h No    If so, provide documentation.

Have you applied for Care Credit?  h Yes   h No

Do you give your consent for The Cartwright Foundation for the Care and Treatment of Sick or 
Injured Animals to perform a credit check?  h Yes   h No

Do you give your consent for The Cartwright Foundation for the Care and Treatment of Sick or 
Injured Animals to speak to your regular veterinarian?  h Yes   h No

Mission Statement:  We will prevent the financial burden of life 
saving medical care from ending a beloved pet’s life prematurely 
by helping responsible pet owners meet the costs of unanticipated 
crucial pet treatments.
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Please write a brief explanation of your current financial limitations below:

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

	 ___________________________________________________________________________

I agree to be responsible for the cost and the performance of any necessary follow-up treatment 
for my pet. I also agree that I will provide for my animal to have annual examinations by my 
regular veterinarian.

____________________________________________________________    ___________________

Signature                                                                                                       Date

____________________________________________________________    ___________________

Spouse Signature                                                                                          Date

Requested By_ _________________________________________________________________

Verbal Approval By ______________________________________________________________

Date_____________________________________________________________________________________

For more information or if you have questions, please contact: 
The Cartwright Foundation for the Care and Treatment of Sick or Injured Animals 

5312 Piñon Dr. Elizabeth, CO 80107  

Telephone 303-646-8891    Fax 303-646-2043   
Web: gingerslegacy.com    E-mail: gingerslegacy@aol.com
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